The proportion of IFRs being approved increased slightly in the past four years from 43% (20 515/47 626 with data available) to 52% (35 222/68 051). But the sharp increase in the overall number of requests means that thousands more patients are being turned down for funding each year, while many others are forced to wait for their treatment while their request is considered.
Again, there is much variation in how many requests are approved. Southern Derbyshire CCG received just 14 requests last year for procedures such as cataract surgery but approved none. In contrast, Stafford and Surrounds CCG processed 2123 requests, including 764 for skin excision, 232 for cataracts, and 163 for hip or knee replacement, but approved them all.
Doctors' leaders told The BMJ that the increase in the requests and the wide variation in access was discriminating against patients in some parts of the country.
One patient whose request for treatment for rheumatoid arthritis has to be resubmitted as an individual funding request every six months told The BMJ that the process was slow, stressful, and painful (box 1).
The findings come against a backdrop of unprecedented financial pressures in the NHS. NHS Clinical Commissioners, the organisation that represents CCGs, recently warned that CCGs would have £5.72 less to spend per person in 2019-20 than in 2016-17 under the current funding settlement from the government.
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In common with previous years, most IFRs in 2016-17 were for surgical procedures such as excision of skin tags, removal of varicose veins, and other forms of plastic and cosmetic surgery (box 2).
What might be more surprising is the surge in requests for hip and knee surgery, cataract removal, and carpal tunnel surgery over the past four years and the consistently high number of mental healthcare requests. These areas were all among the top 10 most commonly requested treatment areas in 2016-17. In 2013-14 only mental health featured in the top 10.
Hips and knees
Between 2013-14 and 2016-17 the number of IFRs for hip and knee surgery rose from 49 (0.2% (49/22 669 of the total number of IFRs with available data) to 899 (3% (899/30 166)), indicating that these procedures are becoming increasingly difficult to obtain on the NHS.
In Buckinghamshire, two CCGs, Aylesbury Vale and Chiltern, recently issued guidance stating that all referrals for hip and knee surgery should go through an IFR process (box 3).
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Service commissioners say that such policies reduce clinical variation and are guided by evidence. But though evidence now advises against some specific procedures such as knee arthroscopy for patients with degenerative knee disease, 4 surgeons argue that policies such as Buckinghamshire's are too draconian and are denying patients treatment that could benefit them.
Stephen Cannon, vice president of the Royal College of Surgeons, said, "Hip and knee replacements are some of the most clinically effective and economical treatments available on the NHS. Unfortunately, patients needing hip and knee surgery have misguidedly become soft targets for NHS savings.
"It is assumed these policies have been put in place to reduce the number of hip and knee replacements performed and thereby save money for these CCGs. Patients needing surgery will cost the NHS more, in physiotherapy, pain medication, and other support, while they wait to find out if they can be referred."
Cataracts
As commissioning budgets have become increasingly stretched in recent years, some CCGs have restricted access to cataract Christine Campling, a GP and executive lead for elective care for Aylesbury Vale and Chiltern CCGs, told The BMJ that stricter enforcement of the IFR rules was needed because "a huge number" of procedures were going ahead despite being listed by the CCG as requiring prior funding approval-to the tune of £1.7m a year.
"From that, we realised (a) that we couldn't afford that activity and (b) that there's no point having policies if they are not going to be practised," said Campling. "We ramped up our contractual challenges on IFR procedures, so that unless the providers could prove why there was a very good reason why an IFR had not been obtained, they wouldn't get paid for the procedure. It helps to reduce the amount of clinical variation in what happens to patients."
Campling said she was very aware that some patients may be disadvantaged by having to seek funding for their care, and the CCG has tried to make allowances for them. For example, although the Buckinghamshire CCGs' default policy is for patients who need joint replacements to go through IFR via an intermediate care service, the CCG permits patients with severe rheumatoid arthritis to bypass this process with a letter from the consultant rheumatologist to another clinician.
Campling is also aware that IFR delays patients' access to care but said that "sometimes it's appropriate for patients to wait a little while because it's not the right time to go ahead with an operation."
But she said that the group's IFR policy "has absolutely proved cost effective." Campling told The BMJ, "The cost to us of having a unit monitoring and applying IFR is hugely outstripped by the saving. And the savings go on each year. If we took our foot off that pedal and allowed patients to have operations without having to hit thresholds, then, we know that in other CCGs [which are not enforcing it] their activity has gone up."
In other areas, stricter enforcement has accompanied changes to how IFRs are classified. "There should not be any impediment to access of what is a highly effective procedure that can seriously transform quality of life," he said. "My concern is that there is no longer equality of access to cataract surgical care across the country."
Mental health
The data show a consistently high number of mental healthcare requests through IFR between 2013-14 and 2016-17 . This is despite a concerted government push to improve access to mental health treatments over this period.
In some areas of the country mental healthcare was the most commonly requested treatment area under IFR last year. This included Wakefield CCG, which processed 122 requests for mental health services such as autism diagnosis, treatment for attention-deficit/hyperactivity disorder, psychiatry, and counselling in 2016-17, but approved only eight.
"Many requests that were declined were signposted to make a referral into a suitable service already available," said a spokeswoman for Wakefield CCG.
The spokeswoman added that the rise in the number of IFRs was due to "increased understanding and awareness" of mental health conditions among patients. But she insisted that patients had "timely and necessary access" to psychological therapies and that the CCG had responded to growing demand by commissioning a new diagnostic and treatment service for autism. 
Box 4: A GP's view-"It is very disconcerting for the patient"
CCGs in the north east of England had some of the highest numbers of IFRs last year and some of the highest year on year increases in numbers of requests received.
Neil Morris, medical director of Newcastle Gateshead CCG, said that the rise had largely been driven by giving more guidance to local clinicians on when to refer for so called limited value procedures. He said that it was necessary for the CCG to have "an honest discussion" with doctors and patients over which treatments to prioritise, given financial pressures.
George Rae, a GP in Whitley Bay and chief executive officer of Newcastle and North Tyneside Local Medical Committee, told The BMJ that he had made more IFRs in the past few months than in the past and was getting more refusals.
"One of my IFR [patients] had knee problems. They had had a meniscus partially shaved, which resolved the problem five years ago. The patient came to me and said, "It is exactly the same on the other knee as I had five years ago. I was helped: I did it through the IFR." As the GP, I did x ray the knee first, because [the CCG] would return it if I didn't do that. It wasn't anything to do with joint degeneration. I did the IFR, and what happens? They refused to do it. So what does the patient do? Either they put up with their symptoms, or they have to go privately. I don't think that's fair."
In another case a patient had a "quite substantial" sebaceous cyst that embarrassed her, but the IFR was refused.
"[Making IFRs] is undoubtedly more work and more bureaucracy for the GP," said Rae. "It means the patient has got to wait, and it means very significant disappointment if it comes back negative," said Rae. "Obviously it is very disconcerting for the patient for conditions like carpal tunnel, where previously patients would have been seen without any qualms whatsoever medically."
Box 5: How The BMJ carried out its investigation
The BMJ sent requests under freedom of information legislation to each of England's 207 clinical commissioning groups. It asked each group to disclose the number of IFRs it had received in each of the past four years, the number of requests that it approved, and the three most common treatment categories in which IFRs were submitted. A total of 192 CCGs (93%) had responded in time for The BMJ's deadline. Of these, 10 responding CCGs did not supply figures as their IFR process is overseen by neighbouring CCGs, and 13 supplied incomplete data that could not be included in the results.
Figure
For personal use only: See rights and reprints http://www.bmj.com/permissions Subscribe: http://www.bmj.com/subscribe
